Data from the Kenya and Ghana Demographic and Health Surveys (DHS) 
INTRODUCTION
Fertility declines in sub-Saharan Africa are long overdue to the extent that recent observed changes in a handful of countries have served to curb some of the pessimism regarding the region's future. The recent declines have been welcome, also because they offer excellent opportunities to examine sources of fertility change in an African context which, until recently, were unavailable. Comparisons between countries at different stages of fertility transition (i.e., declining, rising, or stagnant) can illuminate fruitful avenues for inducing change in areas yet to experience fertility decline, areas which by far represent the bulk of the continent.
Although numerous explanations have been advanced for fertility transition, it is increasingly being acknowledged that a major explanation for the resistance of subSaharan Africa's fertility to change involves the general neglect of men's real dominance in reproductive, and specifically, family planning decision making (Mbizvo and Adamchak 1991, 1992) . To date, there has been little empirical assessment of the degree to which men influence contraceptive adoption. This phenomenon is reflective of family planning programmes' unequivocal focus on women, and the failure to consider the dynamics of household and family decision making in the fertility arena, in societies where male dominance in this realm has been extensively documented.
Further, although a handful of studies have measured the effect of men's roles at the local level, none exists at the national level. This study seeks to address this omission by assessing the extent to which both men's and women's reproductive preferences are associated with contraceptive use in two sub-Saharan African countries, Ghana and Kenya. These two countries provide an interesting comparison; although they were the first two in sub-Saharan Africa to institute national family planning programmes (and at approximately the same time) they are currently experiencing vastly different fertility and contraceptive use trends (National Council for Population and Development and the Institute for Resource Development [IRD] 1989; Ghana Statistical Service and IRD 1989) .
Fertility and Family Planning in Ghana and Kenya
Kenya and Ghana, two countries on the east and west coasts of Africa, respectively, have historically exhibited some of the highest fertility levels in the world. However, recent estimates peg Kenya's total fertility rate (TFR) at 5.4 children per woman, and Ghana's at 6.2 (Population Reference Bureau [PRB] 1993a [PRB] , 1993b , figures reflecting the recent fertility trends in the two countries. Kenya's fertility has fallen rapidly from the 8.1 children per woman reported in the 1977-78 Kenya World Fertility Survey (WFS). On the other hand, the 1979 Ghana WFS recorded a TFR of 6.3 children per woman.
The trends are also reflective of contraceptive use patterns in the two countries. In Ghana, modern contraceptive use has been stagnant at around 5 per cent over the last 15 years, whereas Kenya has seen a remarkable increase from 4.3 per cent in 1977-78 to 27.3 per cent in 1993. The corresponding 20 percent decline in Kenyan fertility from 1989 to 1993 is, consequently, the fastest national fertility decline ever recorded (PRB 1993a).
Although Kenya and Ghana are similar in terms of the inception of their family planning programmes in the late 1960's, the development and implementation of family planning policies in the two countries have diverged. After a shaky start, notable improvements were made in the Kenyan family planning programme by the mid-1980s. In Ghana, however, process was slow and small, and it was only in the late 1980's that evaluations of the national policy even began (Center for Development Research [CDR] 1990; Frank and McNicoll 1987; Lapham and Mauldin 1985 How much of the observed difference in contraceptive use between the two countries can be explained by differences in the quality of the national programmes? Although we can not directly answer this question with these data, we argue that extra-programmatic factors must also be significant because the improvements in the Kenyan programme, dated around the mid-1980's, could hardly have had enough time to be exclusively responsible for the sharp use differences observed by [1988] [1989] , when the data were gathered.
Changes in fertility and contraceptive use in Kenya have been attributed to increases in female education, and the proportion of women who want to cease childbearing (Njogu 1991 ). Yet, Dodoo (1992) has argued that a sizeable proportion of Ghanaian women also state a desire to cease childbearing, begging the question as to why similar fertility change has not occurred in Ghana. Statistics also show that a larger proportion of Ghanaian (than Kenyan) women attain higher, and especially tertiary, levels of education, although more Kenyan women have ever-attended school (World Bank 1988) . This study should help ascertain the extent to which fertility differences between Ghana and Kenya can be explained by differences in the relative situations of women in the two countries.
The Role of Men in Reproductive Decision Making
Even the broadest of explanatory frameworks regarding fertility (for example, Davis and Blake 1956; Easterlin 1975 ) have focused primarily on female characteristics at the point of empirical assessment (DeGraff 1991). Njogu (1991) , for instance, attributed demographic change to female education and reproductive desires without considering male desires.
As indicated earlier, researchers are becoming increasingly convinced that a major shortcoming of the analysis and policy pertinent to fertility-related behaviour in Africa is the limitation of these realms to women (Dodoo 1993a (Dodoo , 1993b Dodoo and Seal 1994; Ezeh 1991 Ezeh , 1992 . These researchers argue that such a restriction is odd, given what we know about gender roles and fertility decision making in the African context. First, fertility-related decisions involve at least two partners (Beckman 1983; Blumberg 1988; Oppong 1987) . Further, although macro-level indicators point to negligible gender differences in reproductive goals (Mason and Taj 1987) , there is rationale for, and evidence of, substantial variation among spouses (Caldwell 1983; Dodoo and Seal 1994; Fapohunda and Todaro 1988; Lesthaeghe 1989; Mott and Mott 1985) . Finally, significant evidence attests to the fact that gender power relations in the region skew decision making power in men's favour, and against women (Beckman 1983; Frank and McNicoll 1987; Hollerbach 1980; Khalifa 1988; Mustafa and Mumford 1984) .
DATA AND METHODS
The data for the study come from the 1988 Ghana and 1989 Kenya DHS which, in addition to general background information, provide data on contraceptive use, and the reproductive intentions of spouses, both male and female. The standardized format of these surveys permits reasonable comparison of variables across countries.
The analysis is restricted to married women in the two samples whose husbands were also interviewed, a condition that permits the matching of 1,189 Kenyan and 1,010 Ghanaian spousal pairs, because polygamous men are matched with each of their interviewed spouses. A further restriction excludes women who are known to be infecund, leaving 1,145 Kenyan and 971 Ghanaian dyads. Unfortunately, neither survey includes a representative sample of men in the country, because male selection involved husbands of subsamples of interviewed women. Although, this procedure provides room for bias in the comparison, not much can be done to rectify the problem.
The data also offer little opportunity to undertake a comprehensive examination of the exhaustive list of factors that condition the observed differences in contraceptive use. Most notably, there is no apparent means to examine differences in supply-side explanatory factors, (for example, the programmatic and policy differences regarding how the two programmes actually differ in coverage and application). With these constraints in mind, the focus of this article remains an attempt to examine the extent to which differences in certain measured demand-related characteristics -especially male and female preferences, and education -explain the gap in contraceptive use between Kenya and Ghana.
Variable Selection
The dependent variable, the prevalence of modern contraception, is scored '1' when respondents report current use, and '0' otherwise. We focus on modern methods because they play a more effective role in fertility decline, and also because they remain the focus of family planning programmes.
The explanatory variables in the model reflect comparable demographic and socioeconomic variables that affect contraceptive use. Age, measured as a continuous variable, is expected to manifest itself most on contraceptive use when fecundity is highest, suggesting that use may be lowest in the middle reproductive years when exposure to pregnancy is highest (Njogu 1991 ). Experience with previous child mortality should be negatively associated with contraceptive use, as parents attempt to replace deceased children (Tuladhar 1985) . This variable is dichotomous, coded '1' if a woman has experienced child mortality in the past, and '0' if otherwise. Marital status is a threecategory dummy variable reflecting monogamous (coded '0') versus polygamous marriage; in the latter, a distinction is made between senior and junior wives. The hypothesis is that women in polygamous marriages are less likely to use modern forms of contraception. Urban/rural residence is scored '1' for urban dwellers, and '0' for their rural counterparts. Urban areas typically offer residents more access to contraceptive and other services.
Covariates of interest in this study include female education which has been widely noted for its fertility depressing effect (see, for example, Caldwell 1980). The variable has three categories: no schooling; at least some primary schooling; and, at least some secondary schooling. Men's education is coded similarly; although, the education of men is typically neglected in such analyses, we anticipate that more educated men have greater awareness of the costs and benefits of contraception. Also, their higher ambition for their children is expected to manifest itself in a desire to lower fertility.
The fertility preferences of women are also of interest here. As stated earlier, Njogu (1991) attributed contraceptive adoption in Kenya to an increase in the number of women who want no more children, thus, preferences are coded to reflect respondents' potential contraceptive needs. Women have 'no need' for contraception if they indicate that they want to have a or indeed another child within two years. If women report indecision about preferences, or state that they do want another child, albeit after a two-year wait, they are classified as having a 'spacing need'. Finally, women who want to cease childbearing altogether are categorized as having a 'stopping need'. Male preferences are coded similarly. The rationale for including men's reproductive preferences derives from the dominant role of men in reproductive decision making in sub-Saharan Africa (Dodoo 1993b; Ezeh 1992) .
Obviously, other variables contribute to the observed national differences in contraceptive use. However, these are not accounted for here for two reasons. First, as indicated earlier, the nature of the data prescribes the limits of variable selection. Second, the variables were carefully chosen to retain comparability to other recent studies. There is no pretence to specify a model that fully explains the differences in contraceptive use. What we do investigate is the extent to which differences in the levels of these measured variables contribute to the observed variance in contraceptive use between the two countries.
The Analytical Model
The dichotomous nature of the dependent variable makes it amenable to a logistic regression model. The log odds of modern contraceptive use are expressed as a summation of the products of covariate means (X), and the regression coefficients (b). Thus, for a given country c, the log odds are estimated as:
In the ensuing decomposition analysis, a method described in Althauser and Wigler (1972) , Iams and Thornton (1975) , and Jones and Kelley (1984) is used to partition the observed difference in contraceptive use between Kenya and Ghana. The analytical formula is:
where, L = logit for a given country K = Kenya, the reference category G = Ghana a = intercept X i = mean of ith attribute b i = partial slope of ith attribute
The first component, measuring the difference in intercepts, corresponds to the portion of the variance in contraceptive use between the two countries not explained by variables in the model. The second component reflects the portion of the contraceptive difference explained by compositional variation in the regressors, and recognizes that the contraceptive difference can, in part, be attributed to variations in the characteristics that influence contraceptive use. In addition, it is plausible to argue that the contraceptive impact of possessing these attributes differs between the countries, and the relative contribution of this factor is represented by the third component which measures slope (propensity), or "rate of return" differences. The fourth (interaction) component reflects the covariation between endowments and slopes in the two countries.
RESULTS

Descriptive Analysis
The data in table 1 document interesting variations between the Kenyan and Ghanaian samples. Compared to Ghanaian women, Kenyan women are slightly older, less likely to have dead children, or be in polygamous marriages. These factors should incline Kenyan women more towards contraception. On the other hand, women in the Ghanaian sample are considerably more urban.
Further comparison of the two samples reveals higher educational levels for both women and men in Kenya. The fertility preferences (and contraceptive needs) of Kenyan women are also more reconcilable with lower fertility than those of their Ghanaian counterparts. Kenyan women are more likely to want to cease childbearing, while Ghanaian women appear to be most interested in spacing their births. Dodoo (1995) has indicated that in Ghana, women are more likely to lean towards traditional methods to meet their spacing needs, but to modern methods when they want to stop childbearing. With modern contraceptive use levels at 17 per cent in Kenya in 1989, and 5 per cent in Ghana in 1988, it would be easy to surmise that the observed reproductive preference differences reflect the primary reasons for the observed contraceptive gap. However, the differences in male contraceptive needs are at least as glaring as those noted for females. More than 48 per cent of Kenyan men want no more children, while only 18 per cent of Ghanaian men have this desire. Interestingly, although a higher proportion of Ghanaian men, than women, have no need for contraception (that is, they want more children within two years), the reverse holds true for Kenya.
Although these variations probably contribute to the observed contraceptive prevalence differences, the propensities associated with these variables could also differ between the two countries. Table 2 examines bivariate relationships between the selected variables and contraceptive use. With very few exceptions, contraceptive use has the expected relationships with the explanatory variables in both countries. However, the selected characteristics have larger impacts on contraceptive use in Kenya. How much of the contraceptive gap is attributable to: a) the different distributions of men and women across the selected characteristics, between the two countries; and b) differences in the impacts of these variables on contraceptive use? These questions will be addressed in the decomposition analysis.
Multivariate Analysis
In order to explain the factors responsible for the contraceptive prevalence difference between Ghana and Kenya, it is useful to identify the determinants of contraceptive use in the two countries. A multivariate model examining the effects of the independent variables on contraceptive use allows us to disentangle the potentially confounding effects of the various regressors on the dependent variable. The logit estimates from the model are presented in table 3. For each country, two sets of estimates are provided; the first reflects the traditional model limited to female variables, while the second incorporates male characteristics.
The estimates presented in columns one and two indicate that primary schooling of females, and urban residence, are positively associated with contraceptive use across the board. The effects of urbanization and primary schooling appear larger in Ghana than in Kenya. Perhaps, because family planning is more diffuse in Kenya there is less urban and educational variability. Similarly, the considerably larger proportion of Ghanaian (than Kenyan) women who have never attended school, manifests itself in a sharper impact of primary schooling. Secondary schooling is significant only in the Kenyan case. As well, with regard to fertility preferences, there is a significant impact on modern contraceptive use in Ghana only when women feel the need to cease childbearing (Dodoo 1995) , whereas the spacing coefficient is also significant in Kenya.
Columns three and four include male schooling and preferences. Male education is not a significant determinant of contraceptive use. Men's reproductive preferences, however, are clearly important. In Ghana, male preferences are associated with use for spacing, whereas in Kenya both spacing and stopping preferences raise contraceptive use significantly.
A much higher proportion of men in Kenya (than Ghana) want to cease childbearing, and their preferences have a significant effect on their spouses' contraceptive use. A plausible explanation may lie in lineage differences between the two countries; while close to onehalf of Ghana is matrilineal, Kenyan ethnic groups are primarily patrilineal, making it conceivable that male preferences play a larger role in Kenya than in Ghana (Caldwell and Caldwell 1993; Vellenga 1986 ). Explanations centred around the traditional family and lineage systems surrounding marriage are viable because these forms of social organization manifest themselves in potentially different reproductive goals for spouses (Frank and McNicoll 1987; Lesthaeghe 1989) . The extent to which these differences can be negotiated and resolved among reproductive partners differs between patrilineal and matrilineal societies. In the latter, the traditional authority of men in decisions regarding sex and reproduction is considerably attenuated (Caldwell and Caldwell 1993; Vellenga 1986 ). Unfortunately, the data at hand, and most of those currently available, do not permit direct assessment of these features of African society, so that it may be useful for future data-gathering efforts to be more sensitive to the peculiar cultural contexts.
The significance of including male variables can also be imputed from their impact on female variable effects. For one thing, their inclusion attenuates the effects of urbanization and female education, suggesting that some of these effects should really be credited to male preferences. Similarly, the effects of female preferences are reduced in Kenya, and completely lose significance in Ghana.
The importance of male and female preferences leads us to explore the formulation of a joint measure of contraceptive need. The three preference categories are cross-classified for men and women. Table 4 presents the resulting nine categories with their associated levels of contraceptive use. The modal category in Kenya is one in which both spouses want to cease childbearing, or have a (stopping) need for contraception. More than 40 per cent of Kenyan dyads are in this category which, logically, also has the highest level of contraceptive use (31 per cent). Similar Ghanaian pairs do not represent the modal category, although they remain the most prolific contraceptors (approximately 12 per cent). In Ghana, the modal category is one in which both spouses have a spacing need (41 per cent), a category characterized by lower contraceptive use (6 per cent).
A close inspection of table 4 reveals that, in Kenya contraceptive use levels are at their highest (31 per cent and 23 per cent) when men want to cease childbearing, and their wives also either want to stop or space their fertility. The next highest use levels occur when men want to space (18 per cent and 17 per cent), and their wives want to stop or space. On the other hand, when women want to cease childbearing, the proportions who use contraception equal 31 per cent and 18 per cent when their husbands want to stop or space, respectively. When women want to space their childbearing, the relevant proportions are 23 per cent and 17 per cent, depending on whether their husbands want to stop or space. Use is much higher when men want to stop and their wives want to space (23 per cent), than it is when women want to stop and their husbands want to space (18 per cent).
A similar examination of the ranking of use levels in Ghana suggests that Ghanaian men apparently have less influence than Kenyan men, on women's contraceptive use. The highest use levels (12, 11, and 8 per cent) are associated with female preferences to cease childbearing. When men in Ghana want to cease childbearing, use is at 4 per cent when their spouses want to space, and nil when their wives want children within two years, implying that contraceptive use is more reflective of female (than male) preferences in Ghana.
Decomposition Analysis
In this section we attempt to separate the influences of composition or endowment differences between the two countries, from propensity (slope) differences. The results of this decomposition analysis, presented in table 5, indicate that the primary component of the difference (47 per cent) is attributable to propensity, which comprises intercept and slope effects. By far, the largest contribution to this is from the intercept, which signals the importance of unmeasured variables such as differences in the density of, and access to, family planning services.
Differences in the "rate of return" to men's preferences (slopes) also contribute to the observed gap. When men in Kenya want to cease childbearing, contraceptive use returns are higher than in Ghana. Perhaps, Kenyan men have greater access to family planning, such that even when men in both countries want to cease childbearing the return for Kenyan men is higher. Of course, this point is speculative and will need further empirical validation. Alternatively, men in patrilineal societies may have more of an inclination to ensure that their preferences are translated into decision making; matrilineal men may be less likely to do so because of the relatively higher ability of women (compared to patrilineal women) to govern their own behaviour. The returns to female preferences are also higher in Kenya, whereas the reverse is true for primary schooling for both men and women.
Although not as statistically prominent as propensity, composition differences still explain 28 per cent of the contraceptive gap between Ghana and Kenya. Differences in the proportion of men and women in the two countries who want to stop or cease childbearing each comprise 17 per cent of the variance, respectively.
The bottom line of table 5 provides the composition, propensity, and interaction effects of the model that excludes male variables. Including men's characteristics reduces the propensity component from 55 per cent to 47 per cent, indicating an increase in explanatory power. The composition effect increases more significantly (from 21 to 28 per cent), however, affirming the importance of male characteristics. The implication is that, what is really a result of male attributes may be construed as an urbanization, or female variable effect, when male characteristics are excluded from the model; models that exclude the male perspective bias the relationship between contraceptive use and the traditional (female) explanatory variables.
DISCUSSION
A goal of this study was to consider the significance of including the habitual omission of male perspective in the analysis of reproductive behaviour in Ghana and Kenya. Another purpose was to examine the extent to which the sizeable contraceptive gap between Kenya and Ghana could be attributed to differences in male and female education, and fertility preferences.
The results of the analysis point to the importance of the male perspective. Although men's influence is not yet significant in Ghana, their preferences are clearly important predictors of contraceptive use in Kenya. It has been suggested elsewhere, that fertility change in countries like Ghana awaits a transition in men's desires (Dodoo 1993a; Ezeh 1991 Ezeh , 1992 Mbizvo and Adamchak 1991) , an argument that has some merit given that 75 per cent of the women in the Ghanaian sample state a need for stopping or spacing their childbearing.
There is also, clearly, a role played by women's education and preferences. In this vein, the five-fold increase to almost universal education between 1963 and 1985 in Kenya, while Ghanaian enrolment rates stagnated in the 1970 's and 1980 's (Njogu 1991 World Bank 1988) , has probably been instrumental in raising the level of contraceptive prevalence in Kenya.
The role of family planning programmes, although not directly measured here, apparently should not be understated. Half of the difference between the two countries derives from the propensity component, and a sizeable portion of this, from the intercept which reflects unmeasured factors such as differences in availability of, and access to, family planning. Although the Kenyan programme was rated 'weak', and the Ghanaian 'very weak' in 1982 (Lapham and Mauldin 1985) , there apparently were qualitative differences that favoured Kenya. By 1989, the two programmes rated higher (moderate) and the gap between them had narrowed (Mauldin and Ross 1991) .
The findings have some bearing for policy. Revitalizing the education system, particularly in countries like Ghana, where economic hardships have reversed post-independence gains appears crucial. The link between female education and reproductive preferences is well documented (see, for instance, Dodoo 1992), and our results echo recommendations for improving the status of women. Ironically, the particularly weak economies of these sub-Saharan African countries is what compels a need to search for alternate routes to fertility decline. Although, improving the status of women remains imperative, and should continue to be high on national and population agendas, the irony of the situation is that many of the countries that require this impulse are the very ones that can not, realistically, afford the levels of investment needed to attain meaningful changes in, for example, levels of female education, at least not in the near future. While attempts to elevate the status of women continue, efforts to identify other means of inducing lower fertility must also be intensified. Particularly in societies where men exercise such control over reproduction, reducing male fertility preferences seems to be a reasonable choice. Will it suffice to educate men about the benefits of contraception? Are men already cognizant of these, but, perhaps, need a nudge (for instance, in the form of taxation)? What are the most effective ways to reach men with the message of urgency? These constitute some new challenges for the future. 
